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Electronic diabetes lower limb
risk stratiﬁcation
The paper byWrobel et al1 examined the eﬃcacy of an
electronic diabetes foot examination registry to aide
stratiﬁcation of patients into ‘risk groups’ and thus
guides appropriate care. Convincing data exists to
demonstrate that patients can be stratiﬁed into groups
at higher or lower risk of subsequent ulceration/
amputation.2 The stratiﬁcation tools largely rely on
detailed examination ﬁndings (neuropathy, peripheral
artery disease, abnormalities of foot shape). What is
less clear is whether these risk stratiﬁcation schemes
can be successfully translated into eﬀective population
based screening.
Findings may be limited by lack
of standardisation and wide
testing
Wrobel et al demonstrated that implementation of a
new electronic registry system improved risk proﬁling
of patients with diabetes-related foot disease. However,
the study has a number of limitations. Foot exam-
inations between centres were not standardised and
were performed by a range of health care practitioners
in diﬀerent health care settings thus confounding
outcomes. The new registry system was only trialled
at one centre, limiting the generaliseablity of results.
Nevertheless the principles of the system and general
methodology behind the study were sound and war-
rant further assessment in diﬀerent settings.
Lessons for the UK pay-for-
performance (P4P) system
In the UK routine foot exam in patients with diabetes
occurs largely in primary care and ﬁndings of the
screen are recorded on general practitioners (GPs)
computer systems. From 2004 onwards GPs have been
reimbursed for conducting annual foot screening in
patients with diabetes; this consists of pulse and sen-
sation assessment. This is part of a wider pay-for-
performance (P4P) scheme established to improve the
quality of chronic disease management.3 Themajority
(c.80–90%) of patients with diabetes are screened as
part of the P4P system.4 However, there are limitations
with this approach. Firstly, asWrobel et al, report, it is
important not only to identify pathology but to tran-
scribe those ﬁndings in to a risk category. In the UK,
foot examinations are coded in primary care (using
the Read classiﬁcation) but the foot risk is not derived.
Secondly, there is no standardisation of practice and
no education/validation or accreditation of screeners
(in contrast to the retinal screening programme in the
UK). Finally, incentives do not exist to encourage
appropriate management of patients once they have
been screened (for example referral to a podiatrist etc).
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High rates of ulceration, amputation and late pres-
entation to secondary care indicate that screening in
its current format is failing patients.5 Systems to im-
prove the use of the data so routinely collected may
have an important role in the prevention of foot
disease.
Whilst no eﬀect was
demonstrated the approach
is promising
Although this paper was unable to demonstrate any
eﬀect of the new system on robust patient centred/
clinical endpoints, it raises interesting questions about
the potential beneﬁts of electronic databases for dia-
betes-related foot disease. Electronic databases for
chronic wound management have been used in other
countries. However data collected has been mainly
used for research purposes rather than immediate
patient management. Examples include the ‘German
Wound Net’ (electronic database) which showed that
a 50% reduction in wound area at 4 weeks was a reliable
indicator ofwoundhealing.6 ANewYork groupused a
Wound Electronic Medical Record (WEMR) to record
data on patients with diabetic foot ulcers and ﬂag up
high-risk individuals by translating narrative data,
demographics and pathology reports into quantiﬁable
variables. They showed lower attendance at clinic to be
associated with higher rates of amputation.7 What
studies have failed to demonstrate is beneﬁt in out-
comes demonstrated (i.e. reduced rates of ampu-
tation/ulceration, improved quality of life) by using
electronic databases. Long term outcomes from using
risk stratiﬁcation systems needs further investigation.
Summary
The key to any screening programme is to have well-
established pathways to deal with the at-risk groups
identiﬁed. Using computer systems to highlight high-
risk patients appears attractive but further work is
required to then identify and provide the care needed
to reduce risk in this group of patients. It is plausible
that this will require inputs from across the whole
team involved in patients care.
This intervention needs to be tested inmore centres
and inmore countries, with a standardised foot exam-
ination to assess the impact of the electronic registry
system proposed on the quality of care and clinical
outcomes. The early results presented in this study are
promising but further research is needed if this inter-
vention is to be more widely adopted.
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